On admission there was a prominent pulsating swelling situated above the clavicle on the right side ( fig. 1 ). Above the clavicle it extended more than 2 in., externally it reached beyond the middle of the clavicle and internally nearly to the head of the bone. The pulsation was expansile. The right radial pulse was markedly feebler than the left. The carotid and temporal pulses were equal. The right pupil was contracted. No tracheal tug. No pressure on bronchus detected. Some impairment of percussion note below right clavicle. Larynx normal; vocal cords move well and equally. No thoracic disease detected. Arteries thickened generally. Wassermann reaction negative. X-ray examination: There is no evidence of thoracic aneurysm. The aneurysm obscures the apex of the right lung and its edge is at the level of the lower border of the first costal cartilage; the edge is convex downwards.
Operation (November 1): An oblique incision was first made in order to expose, by Sedillot's method, the first part of the right subclavian artery. The sternal and clavicular.origins of the sterno-mastoid were separated and retracted. The adjoining margins of the sternohyoid and internal jugular vein were then carefully retracted, when it became evident that the aneurysm had extended so as to cover the first part of the right subclavian artery. The ligature of this artery was then abandoned and the superficial incision extended so as to allow of the exposure of the innominate artery by incision in the middle line. The right sterno-hyoid and sterno-thyroid muscles were divided and the lower part of the right common carotid artery defined. It soon became obvious that the innominate artery was not to be found in the neck and the upper half of the. manubrium sterni was removed. Separating the pleural margins, the right common carotid was followed downwards till the bifurcation of the innominate was discovered low down in the superior mediastinum. The first half-inch of the first part of the right subclavian artery was not aneurysmal, but the close proximity of the aneurysm made further dissection of Aneurysm of the subclavian artery (from a cast of the patient's neck before operation). The line of section of the manubrium is shown by a dotted line. The cartilages of the first ribs were divided close to the sternum. The sternoclavicular joints were cut through. The rhomboid ligaments prevented displacement of the clavicles. this vessel inadvisable. A stay knot of two strands of kangaroo tendon was placed around the innominate artery, so as to occlude it without rupturing its coats. The wound was closed and dressed in the usual way.
Progress since operation: The pulsation of the aneurysm ceased from the moment of ligation of the innominate and has not returned. No pulse has been felt in any of the arteries of the upper extremity since the operation, but at no time has there been any lack of warmth in the limb. At first there was some numbness and tingling in the fingers, especially in the little and ring fingers; the fingers, too, were stiff and moved with difficulty. For twenty-four hours after the operationi the right pupil was dilated; it then again contracted and has remained so since. The tumour is slowly decreasing in size. Massage of the arm was commenced on the twelfth day and the patient got up on the twenty-second day after the operation.
Remarks.-The symptoms clearly pointed to subclavian aneurysm and excluded aneurysm of the innominate artery or of the aorta. The aneurysm probably involved the second and third portions of the artery and probably also the distal part of the first portion. The contracted pupil made it likely that the distal part of the first portion of the artery was aneurysmal. The view expressed of the extent of the artery which was aneurysmal is confirmed by museum preparations and experience of previous cases. For the purpose of comparing the superficial aspect a drawing of a cast of a case of aneurysm at the bifurcation of the innominate artery ( fig. 2) is added.
DISCUSSION.
Mr. C. H. FAGGE asked why Mr. Ballance ligatured the innominate artery and not the first part of the subelavian, which he had stated was normal for an inch or more on the proximal side of the aneurysm.
Mr. BALLANCE said he had had experience in going between the two heads of the sterno-mastoid, and was afraid to put a ligature about the first part of the subclavian artery, because of the near proximity of the aneurysm. When one got near the aneurysmal wall one found it very thin, and did not know quite what would happen. The cases of subclavian aneurysm which one used to see seemed to be almost always in sailors, who had to use their arms much and were subjected to strains, and they were all subjects of syphilis. This was the only case of external aneurysm in which he thought the evidence was against the patient having had syphilis. The man seemed to have had no strain or injury, nor had he had typhoid. In another case under his care, two years ago, with an aneurysm in much the same position, it was concluded that it was not pure subclavian aneurysm, but one which commenced at the bifurcation of the innominate and involved all three arteries. It suddenly began to extend, and he told the patient the condition was desperate, and the only thing was for an attempt to be made to tie the great artery beneath his aneurysm. When he saw the patient at mid-day it had definitely extended since the morning of the same day. That afternoon the patient was given an aneesthetic, and Mr. Ballance made an incision on the left side of the median line so as to avoid the aneurysm. He made a resection of a portion of the manubrium and cut through the left clavicle and the first and second ribs. In separating with the finger the margins of the pleura -which was easy, and which he saw Trendelenburg do when he removed a clot from the pulmonary artery-he came down upon the artery underneath the aneurysm, and could then feel distinctly that there was a portion of innominate artery which was not aneurysmal. He put a ligature round the part which was not aneurysmal, and the pulsation in the extending aneurysm ceased. The wound was being wiped and they were getting ready to close it up, when there was a sudden gush of blood, the aneurysm having broken. At that moment nothing was being done. He put his finger in the hole in the aneurysm. The bleeding was stopped, and be plugged the sac with gauze, but unfortunately the man died next day. It was because of that calamity that he did not tie the first part of the subclavian artery.
The PRESIDENT (Sir W. Osler, Bt., F.R.S.) remarked that a point about the pupil symptoms was very interesting. Many cases of inequality of pupil in aneurysm were difficult to explain by pressure on the sympathetic. The view had been put forward, and seemed true in some instances, that it was a matter of blood-pressure in the eye and iris;' when there was low blood-pressure the pupil dilated and with high blood-pressure it contracted. The patient's right pupil was at first contracted, and yet for twenty-four hours after the operation the narrow pupil dilated, which supported the view of Wall and Walker that it was a question of blood-pressure.
Mr. A. E. BARKER suggested that it would be well to have the Wassermann reaction done again. One observation on such a case did not seem to be enough. Seeing that the man was said not to have had syphilis, two or three tests ought to be made. Comparatively few aneurysms were seen nowadays, and he supposed the reason was that syphilis was now under better control.
Mr. FAGGE thanked Mr. Ballance for narrating his most interesting experience, which clearly showed his reason for ligaturing the innominate in this case and completely answered Mr. Fagge's question; this had been prompted by a somewhat similar difficulty, for when applying a catgut ligature to the common femoral artery during the excision of a large aneurysm in Scarpa's triangle the artery had torn through and the external iliac had to be made use of.' From his own experience Mr. Fagge had fought shy of applying ligatures close to aneurysms owing to far-reaching gross arterial disease, and as he had never read any opinions confirming his own he had been anxious to obtain Mr.
Ballance's. Mr. Fagge had for some years looked after a woman with a large aneurysm involving the innominate, right subelavian and right common carotid. Mr. L. A. Dunn operated on her seven or eight years ago, ligaturing the common carotid and subelavian in its third part. Pulsation had ceased for four or five years, but more recently it had returned, the tumour had increased, and laryngeal paralysis had become troublesome. The woman died during the past summer, but for a long time the disease had been kept in check, and she had supported a paralysed husband and family by doing washing and working as a charwoman.
Mr. ROWLANDS said a man with a similar condition who had had a like operation was alive three years afterwards. In his case the tying of the innominate was impracticable, because the X-rays showed there was a dilatation of the aortic arch as well. He came into hospital on account of severe pain and extension of the swelling. His operation of ligaturing the distal arteries did not stop the pulsation, but it diminished the swelling, and the man returned to work, doing hard work for two years. But recently he was not able to work because of the increasing swelling and pain. See Proceedinzgs, 1908, i, p. 232. Mr. W. G. SPENCER referred to Mr. Heath's specimen in the Westminster Hospital Museum; the patient lived nearly twenty years after ligature of both the carotid and the subclavian. [Mr. Ballance: It was not an aneurysm. There was dilatation of the aorta.] Mr. Stonham had operated upon an aneurysm of the left subelavian which was an equivalent operation on the left side to Mr. Ballance's on the right. Mr. Stonham had to go quite low and tie the first part of the subelavian. In order to complete it he had to tie the distal part and some of the branches. He saw the man recently, seven years afterwards, and his aneurysm had remained cured, but there was marked dilatation of the transverse aorta.
Mr. BALLANCE, in reply, agreed that the Wassermann reaction should be done agahi. Mr. Fagge had mentioned some interesting cases, but did not refer to a very extraordinary case in Guy's Hospital Museum in which an aneurysm had blocked the innominate and the left carotid artery, and the patient lived a year without a carotid or right radial pulse. He believed it to be the most remarkable specimen of blocking of great arteries in existence. Mr. Fagge raised the question of disease of arteries in the neighbourhood of aneurysms which were given off by them. It was an old question, which was settled by John Hunter. Hunter maintained, against the rest of his colleagues at St. George's Hospital, that the artery was not diseased above the aneurysm, at least not to the extent that he could not put a ligature upon it. Hunter said that his colleagues successfully performed amputation for cases of popliteal aneurysm and successfully tied the artery, whereas he preferred to tie the artery and not to amputate. Mr. Ballance was sure that in many cases the aneurysm was the only part of the artery seriously diseased. There were many cases of aneurysm of the subelavian which were limited aneurysms, in which the first portion of the artery was healthy, and that was one of the reasons which led him to try first to ligature the first part of the artery.
Multiple Melanotic Sarcomata of the Skin, possibly Secondary to a Melanotic Sarcoma of the Skin, removed Eighteen Months ago.
Bly V. WARREN Low, F.R.C.S.
A. H., FEMALE, aged 34, had always had a mole on the inner side of the left leg below the knee. Three. years ago this was knocked off, and bled, and a scab formed. When this either fell off or was removed, a raw, bleeding surface remained. Gradually a dark reddish swelling began to form. The patient was first seen in April, 1910, when the tumour had
